White Ro_ck |
Chiropractic

ACCIDENT INFORMATION

Nombré del paciente:

Por favor, rodee uno:
_ Que fue este accidente: Accidente Auto  Accidente de Trabajo

Fecha del accidente:

Como sucedio su accidente?

Resbalones y caidas

En caso de accidente auto, describa lo siguiente:

" Condiciones meteorologicas:

Hora del dia:

Donde estabas sentado en el coche:

Se golpio dentro del vehicolo? Si 0 No

Si, que parte?

 Visito la sala de emergencias? Si o No
Si, Donde?
" Enambulancia? . Si o No
. 4
Ha visto a alguin orto medico? Si o No

Si, norabre de medico:

Numeor de medico:




Se desplegaron los airbags:

Llevaba puesto fa cinturon de seguridad?

" “Habia alguien mas en el auto contigo:

Respondiq la policia a la escena: Si 0 No
Si, que departamento? |

y

Era su coche manejable?

“Si tiene un abogado, que es el nombre y numero de telefono?

-#****************#***********$***********************************************

Aseguranza culpable:

Nombre de aseguranza culpable:

Telephono de aseguranza:

Nombre de contacto:

Nombre de persona culpable:

Poliza #:

Reclamacion #:

_******************************************************************%**********

En caso de accidente auto, la informacion de su seguro:

Nombre de aseguranza:

Poliza_#:_ﬂ

Reclamacion #:

Nombre de contacto: ..

Telefono de contacto:




-

White Rock Chiropractic
10677 E. Northwest Fiwy Ste. 100
Dallas TX, 75238

HIPAA Awareness Fo;‘ﬁi o

T Have read or had the opportunity to read the “Notice of Povacy Practices” as required by the Health Trisurance
Portability & Accountability Act of 1996 (HIPAA). 1 uaderstand that 1 may have a copy or request fo review the infor- -
mafion contained withis these regulations at any time. - L

Daic

Paticnt signature

. Consent to Treat .

1 hereby tequest and consent to the performance of chiropractic and other ehiropractic procedures, including various
mmodes of physical therapy and diagnostic x-tays on me by Dr. Pateat o any other ticensed doctors who pow or 1o the
fiture may provide treatment fo me. I have had an opportunity fo discuss with the doctor the nature and purpose of
chiropractic adjusiments and procedures. T understand that results are pot guaranteed. T understand and am jnformed that,

as in the practice if medigine, in the practice of chiropractic there are sone rigks to treatment. 1 do not expect the doctor

" to anticipate and cxplain ail risks and coroplications, and I wish to rely on the doctor to excercise judgement it the course

of the procedures which the doctor feels at the ﬁnige, based upon the facts then known, is in tay best interest. I have read
the above consent. I have also had an opportunify to ask questions about it's contents and by signing below Lagree to the
‘above named procedures. 1 intend this consent foan to cover the eatire conrse of treatment for my present condition and

any future conditions for which T scek fecatment.

Pate

Patient signature

Consent to Treat a Winor

1 frereby authorize Dr. Lary Parent, D.C. and whomever De may designate as assistants fo 'admz‘nistjcr chitoprastic care as
_deemed necessary 1o my o -

b}

Relationship Mame of Child -

Dated this _ dayof .- ,20

Signed: {Pareni or Guardian) '

Witness: .




White Rock
Chiropractic
10677 E. Northwest Hwy Ste. 100
Dallas, TX 75238

Telephone (214) 328-2225
Fax (214) 328-2227

I, ' ,give permission to release my medioal
records to White Rock Chiropractic. -

| heréby authorize the use andfor digclosure of the following

Protected Patient Healfh Information that pertains to me (check all hat

apply):

___ChartNoles ___Repoits ___ X-Rays,__ Labwork
‘As required by the Health Insurance Partability and Accountabllity Act of 1996, White Rock Chiropractic may neither usenor .
disclose your Protected Patlent Heatth Information except as provided in our Notice of Privacy Practices without your authorization.
Your slgnature on this form indicates that you are giving permission for the useldisclosurefuse and disclosure of Prolecied patient
Health Information described herein. You may revoke hie auth d dating the revocation section on
your copy of this form and retuming it to this office, : A

| undérstand that the Information for vhich useldisclosurefuse and disclosure is hereby au
additional parfies and, once re-disclosed, is 110 onger protected for reasons beyond o co

have ihe right to: :
4. Ravoke ihe authorization by sending written notice to this ofice and thaf revocation will not

on the Uses of discloser pursuant fo this authorization.
2. Knowledge of any remunertion involved due to any marketing activity as allowed by this authorization, and as a result of a result

of this athorization. _ o
3, Inspect a copy of Protected Patient Heaith Irfonnation being used or disclosed undes federal law.

4. Refusa to sign this athorization,
5, Receive a copy of this athorization.
8. Restrict what I8 disclosed with this authorization.

| also uhderstand that If | do not sign this document, #will ot condifion my treatment payment, enrol!meht in a heafth plan, or
eligibility for benififs whether or not [ provide authorazation to tse o disclose Profected Patient Health Information. |

| understand {hat White Rock Chiropractic may receive compensation for the yseldisclosurefuse and disclosyre that | have .
athonzed. ’

tharized mat be re-disclosed i
mirolour controf, | understand thatt

affect this office’s previous refiance

-,Pn'nt your Name Sign your nattie
Address DOB
Address Social Socuty Number
Date

Telephone Number




) White Rock Chiropractic _
10677 E. Northwest Hwy. Ste 100 Dallas, TX 75238

Assignment of Benefits: Assignmerit of Cause of Action: Contractual Lien

in consideration of treatment rendered or to be rendered and for deferred
and conveys, to Larry W. Parent, DC, alien and assignment ofany and all

dfor benefits, including any Personal Injury Protecton proceeds and/or
mbursementand/or

" The undersigned patient and/or responsible party,
payment, irrevocably and exclusively assigns, grants
claims, canses of action, and right to any proceeds an
benefits that the patient may have against any other person, entity, and/or insurance company forrei

_payment of the medical charges incuzred with all the following rights, power, and autharity:

'RELEASE OF INFORMATION: You are authorized to release informatioa concerning my condition and freatment to my

insurance company, attorney or insurance adjuster for purposes of processing my claim for benefits and payment for services

rendered to me.

IRREVOCABLE ASSIGNMENT OF RIGHTS: You are assigned the exclusive, irrevocahle right to any cause of action that exists
in my favor against any insurance company for the terms of the policy, including the exclusive, irrevocable right to receive

" payment for such services, make demand in my name for payment, and prosecute and receive penalties, interest, court cost, or
ather legally compensable amounts ownéd by an insurance company in accordance with Article 21.55 ofthe Texas [nsurance
Code to cooperate, provide information as needed, and appear 35 needed, wherever to assist in the prosecution of such elaims

for benefits upon request.

DEMAND FOR PAYMENT: To any insurance company providing benefits of any kind to me/us for treatment rendered by the
physician/facility named above within 5 days following your receipt of such bill for services to the extent of such bills are
payable under the terms ofthe policy. This demand specifically conforms to See. 542.057 of the Texas Insurance Code, and
Article 21.55 of the Texas insurance Code, providing for attorney fees, 18% penalty, court cost, and interest from judgment,
upon viclation. 1 fartlier instruct my carrier to make all checks payahle to White Rock Chiropractic, and send to 10677 E.

Northwest Hwy, Ste. 100 Dallas TX 75238,

THIRD PARTY LIABILITY: 1fmy injuriesare fhe rasult of negligence from a third party, then | insiruct the liability carrier to
issue a separate draftto pay in full all services rendered, payable directly to White Rock Chiropractic, and to send any and alt

checks to to 10677 E. Northwest Hwy,, Ste. 100 Dallas TX 75238.

STATUTE OF LIMITATIONS: Iwaive my tights to ctaim any statute of limitations regarding claims for services rendered or to
be rendered by the physician/facility named above, in addition to reasonable cost of collection, including attarney fees and

court cost incurted.

LIMITED POWER OF ATTORNEY: [ hereby grant to the physician/facility named above power to endorse My Naime NPoN any
checks, drafts, or other negoiiable instrument representing payment from any insurance company repre$enting payment for
treatment and healthcave rendered by the physician/facility named above. [agree that any insurance payment representing
an amountin excess of the charges for treatment rendered will be credited to my/our account or forvarded ta my/our
addréss upon requestin writing to the physician/facility named above,

REJECTION IN WRITING: I hereby antharize the physician/clinic named above to establish a PIP or UM /UIM claim on my

kehalf. 1 also instruct my insurance carrier ta provide upon requestto the provider/clinic named above, ary refections in
writing as they apply to my lack of PIP or UM/UIM coverage. 1 allege that electronic signatures are not adequate proofof
Tejection, and are invalid to establish rejection, and instruct my carrier to provide only copies of my original signature

regarding rejection as evidence of rejection of PIP or UM/

TERMINATION OF CARE: 1 hereby acknowledge and understand thatif I do not keep appointments as recommended to me

by my caring doctor at this elinic, he/she has full and complete right to terminate respansibility for my care and relinquishany
disability granted me within 2 reasonable periad ofime. [f during the course of my care, my insurance company requires me
to take an examination from ay other doctor, I will notify this physician/facility immediately. | understand the fatlure to da so

" may jeopardize my case.

< Signature of Patieat and/or Responsible Parties:

I declare under penalty of perjuiy that the forgoing is true and correct. {CPRC: Sec. 13z2.001(=)])

Date:

Print Name

Date:_-

S{gnamre , . . 1




. White Rock Chiropractic -
10677 E. Northwest Hwy, Suite 100 o :
Dallas, TX 75238 ‘ )

- U - ) . . .
| - ) _ Fee Schedule : )
TREATMENT FEES: IS
095040 CMTSpmaIi ZReglons 7 - $70.00 a
‘93941 _ CMT Spinal 3-4 Regions : $85.00
9894z ) CMT Spinal 5 Reglons . $100.00
agd4a - CMT Extra Splndl 13 Reglons . $70.00
97535 Activities of Dally Living Instructions 585.00
97112  Balence / Coordination/ Musele Re-Educatlon - . $80.00
97032 . Attended Phototonic Stimutatlon ’ S S§8500 0 - =
97039 Dry Hycfroiherapy . - o ©§55.00 '
99211 . . Office Visit /Telehealih Vst o - . $65.00
9921225 Re-Exam (Lmited) T - ) $250.00
C99p1325  ° Re-Bxam {Expanded) - $300.00 | .
8921425 . - . - Re-Bxam (Detailed} g . _ : $350.00 - - -
. 99215-25 ‘. Re-Fxam {Camprehensive) R o _$400.00 ) -
A4556 © Electrades T 520,00
- AB273 . lce Pack - : $20,00
97140-59 - ,Manua!Therapy1+ Regidns {15 min each} . - . §80.00
| gnes tasszge Therapy (15 min each] - . $50.00
1 es2022y Newl Patient Exam {Expanded) - ‘ $400.00
! 9920325 . pew patient Exam (Detailed) . $450.60
| 9320425 - New patient Exam {comprehensive) | $500.00
© 99205-25  NEWw Patient Exam {Comprehensive / Cumplex} $550.00
93080 Speclal Reports [Nacrative) . - $350.80
93080 _,. BeportPrepacation - v ’ $20,00
57014 " Electrical Muscle Stimulatlon - ) " $55.00
97010 < Applxcatwn of [ce / Heat Packs - $30.00
97012 _ . echanicalTractmn _ §55.00 ’ )
97110-59° Therpéutic Fxerdises B ’ $80.00 o
97035 ~ Ultrasound : i §55.00 ‘
“¥-RAY FEES: , . ) . ,
| 72040 " CepvicalSpine Z-3views . $195.00 .
- 72070 Thoracle Spine 2 Views - i $185.00
72100 . LuinbarSpine  2-3vlews - . 418500
72052 . Ceviesl Spine  Davis Serles’ i R 530000
71050 Cervical Sping Sviews B 5260.00
1. 72020 Single Spingl View = * .~ - ’ . $80.00
JU71100 Rib Serles Zviews . . : - 316006 )
1 73030 - _» Shoulder Serles 2vlaws - R 516500 - : N
| 73080 EloowSeries  2vlews .. " $140.00 ’
T 73110 WristSeries 3 views $180.00
7330 - Hand Seties -3 vlews ' . : $140.00- . ’
73140 . ... FfingerSerfes 2vidws .. : 5110008 . A
735100 HipSeries ~  2views ' . $360.00 a
JEsED " KneeSeries * Zviewis : - $135.00. . T ) ) .-
T 73610 ‘AnkleSeries  3views . . gis000 . :
4 73820 FootSeries - 2views ' . $130.00 R
73660 . - ToSedes  2vievs ' . e . $110i00 i
The fees outlined above are representatjve of charges ’rhat may be Incurred for sérvices at White Rock Chiropractlc 1f 3 servicé is
prowded thatTs not. reﬂected in the.list above, you will be notlﬁed of such charge. lfyou have anyﬂuestlons regarding the meaning of -
any /' ail of‘rhe above terms, please have thé doctor explain | it to you - : B -
'-PAHENTHGNATURE_;;_;;;;_;;4”__)_W__f_;_;__4%_d_; DATE: . L
ﬁ_—______“—___———-f—‘—————"*- - e




